Introduction
Approximately 7.6 million individuals receive medical care in their homes because of acute illness, long-term care conditions, permanent disability, or terminal illness [1] . Chronic conditions, combined with normal physical, sensory, and cognitive changes that accompany aging, put homebound individuals at a heightened risk of harm during a disaster and they may need special support in the case of an emergency or disaster. In fact, 13 million persons aged 50 years or older in the USA say they would need help to evacuate, and about half of these individuals will require help from someone outside of their household [2] .
Caring for Homebound Veterans
The Veterans Health Administration (VHA) HomeBased Primary Care (HBPC) program was created by the VHA with the express focus of delivering comprehensive primary care in the home, where HBPC becomes the primary care provider for its veteran constituents. It utilizes a highly interdisciplinary approach and the core team is generally composed of a physician, nurses (RNs), a social worker, rehabilitation therapists, a pharmacist, a dietitian, and psychologists. The HBPC program selectively targets individuals with complex chronic diseases and provides comprehensive primary care for months or years [3] .
The proportion of male veterans aged 85 years and over increased from 33% in 2000 to 68% in 2010. The elder American veteran population has a higher percentage of functional limitations in activities of daily living or instrumental activities of daily living, a greater likelihood of having any disability, and a lesser likelihood of rating their general health status as 'good or better' than older adults in the general population [4] . Thus, the increase in this oldest segment of the veteran population will continue to have significant ramifications for the demand for health care services, particularly in the area of long-term care [5] . The HBPC population has a mean age of 76.5 years, its patient population has on average 8 or more chronic conditions, and 47% are dependent on two or more activities of daily living [3] . Although there may be a wide range of functional abilities and needs in this population, veterans receiving HBPC are an especially vulnerable population served by the VHA due to high rates of physical, functional, and psychological limitations. These vulnerabilities may prevent VHA HBPC patients from being adequately prepared for disasters.
Home Health Care Providers and Disaster Preparedness
There is an absence of published literature on disaster preparedness activities benefiting the HBPC patient. However, there is literature addressing the next best alternative population, i.e. homebound patients receiving medical care from sources other than the US Department of Veterans Affairs (VA). These patients receive care from a home health agency (HHA), generally defined as a home care provider that is Medicare certified and provides skilled services in the home [6] . In contrast to the type of patient the HBPC serves, HHAs provide focused skilled care to patients with short-term conditions following acute care or a health care episode necessitating care [3] . Patients eligible for Medicare qualify for home care if it is established by a physician that they are confined to their home and need skilled nursing care and/or therapy (physical, occupational, or speech) on an intermittent basis. Their eligibility for home care is then reviewed every 60 days and a patient may have an unlimited number of episodes [7] . Although the length of time spent caring for patients may be shorter, HHA providers connect the community-dwelling population with the regional health care system and thus are appropriate partners for assessing preparedness and a reliable source for further information about this topic.
Several agencies have dedicated their efforts to developing emergency preparedness guidelines for HHAs. Two notable examples include the 2008 Emergency Preparedness Packet for Home Health Agencies of the National Association for Home Care and Hospices [6] and the 2011 Home Health Patient Assessment Tools: Preparing for Emergency Triage of the Agency for Healthcare Research and Quality (AHRQ) [1] . It is unclear how widely these guidelines have been disseminated. The limited research in this area has demonstrated that, although the majority of HHAs have documentation of minimum disaster preparedness plans required for certification, awareness of these plans by practitioners in these programs is low, and plans do not appear to be exercised, drilled, or used in practice [8, 9] . Additionally, little consistency exists between the disaster plans of HHAs, even regionally [10] , which impedes communication between them and local government agencies because of a lack of standard terminology [1] . Finally, most of the existing literature concentrates on the disaster preparedness plans of the agency but does not indicate how the providers assess or prepare their own homebound patients.
The literature reviewed for this study concurred with Laditka et al. [9] in that the majority of the existing literature about HHAs and disaster preparedness focuses on case studies that feature postdisaster experiences of HHA programs and providers. One such study describes the experiences of a single HHA in the aftermath of a local hurricane. Patient preparedness ranged from appropriate, early evacuation, to those patients who were sheltering themselves safely in place, to those whose electricitydependent equipment was not functioning and so they had to be evacuated to the most immediate postdisaster hospital. It was noted that it was fortunate that providers were able to get out to patients immediately after the event, as this is not always the case [11] . Of the 5 empirical studies identified by the literature review for this study, all focused on the perspective of leadership rather than the inclusion of HHA practitioners [1, [8] [9] [10] [11] [12] . Only 1 of the 5 identified studies evaluated the usefulness or accuracy of patient assessment tools for emergency planning, and it was focused on patient risk classification systems only rather than general patient disaster preparedness assessment [1] .
Despite the dearth of published literature on disaster preparedness activities benefiting the HBPC patient, our review of the literature addressing nonveteran homebound patients receiving medical care has highlighted issues regarding emergency management plans and their dissemination to staff, practicality, consistency across agencies and uneven focus on the agency versus the patient's unique vulnerabilities. Therefore, this pilot aims to contribute to a better understanding of these issues by including providers, which allows us to examine the extent to which the perspectives of leadership and providers about policy and practice regarding patient disaster assessment are in agreement. Moreover, it focuses on understanding disaster preparedness assessment among a vulnerable population, i.e. veterans who receive VA care, which has not yet been studied. In this paper, we aim to identify ways in which HBPC policy and procedures support routine assessment of disaster preparedness for its patients.
Methods
Study Design HBPC providers from a single VHA medical center located in an urban area serving a diverse veteran population participated in this pilot, which involved a 15-to 25-min telephone interview. The semistructured interviews were directed by an interview guide (see online supplementary material, www.karger.com/ doi/10.1159/000355660) asking respondents to discuss disaster preparedness assessment procedures at an HBPC patient's initial evaluation (e.g. if existing forms are consistently completed), the frequency of reevaluation, whether disaster preparedness is included in the reevaluation, and what actions follow to improve disaster preparedness in response to the initial assessment (e.g. the development of an action plan). In addition, we requested the HBPC emergency management and disaster guide and assessment tools from the leadership described above.
One member of the research team conducted the interview and at least one member of the research team took notes during the interview. The interviews were audio recorded with the permission of the study participants. The audio recordings of interviews were transcribed and the transcripts were analyzed using qualitative content analysis. Once the data was collected, project members jointly developed the list of codes using both an inductive 'grounded theory' development of codes and a deductive organizational framework (i.e. an initial list) based on the major domains of the interview guide [13, 14] . Two members of the team independently coded the data, with team members coming together to discuss discrepancies and resolving those by consensus.
Results
The 7 study participants included individuals in leadership positions (e.g. associated chief of staff and program manager), as well as HBPC practitioners in disciplines such as nursing, occupational therapy, social work, and psychology. Six themes emerged from the data: (1) policy regarding assessment of disaster preparedness, (2) disaster preparedness as part of initial assessments, (3) emergency risk categorization, (4) provider perception of the level of patient preparedness, (5) practitioner training about patient disaster preparedness assessment, and (6) provider recommendations for improvement of the program. Table 1 includes select quotations highlighting qualitative findings. Q: If you had a patient who maybe had a high acuity on, oxygen and everything but they had full-time caregivers -professional caregivers -how would they be rated in the risk category? A: They'll probably be in a high risk because we would go with the highest that they were categorized in, I guess you could say. So a high risk category would be a patient who requires oxygen at all times. Q: If you receive oxygen you're an automatic 3? A: Yes. Or a patient … let's see here. The patient needs essential equipment that is dependent on electricity or will need to be hospitalized in the event of an emergency that interrupts utilities. So they would be an automatic 3. So, I think we make the effort to make it safe. So I would say I think pretty well prepared, but again, like I said, there's always going to be the outliers who are just going to be praying, unfortunately, and that's always in health care. But I think where we see the opportunity, we definitely take it.
Wyte-Lake /Claver/Griffin/Dobalian 
Policy Regarding Assessment of Disaster Preparedness
According to this study's respondents, national policy regarding the inclusion of disaster preparedness assessment in routine HBPC assessment exists in only a skeletal manner, citing as an example the guidelines of the Joint Commission. Rather, individual VHA medical center HBPC programs are tasked with developing their own policies. In this study, the HBPC program director developed a disaster preparedness assessment policy based on the policy of another VA medical center HBPC program that seemed appropriate and well organized. The director had to adjust the policy to meet the needs of this particular VA medical center to reflect the need to assess preparedness for unique local parameters such as extreme weather emergencies.
At this study site, in general, when a patient is first admitted to the HBPC program an initial intake patient assessment is completed by the lead practitioner, usually a nurse practitioner (NP) and sometimes an RN. Within 30 days of this intake, all team members need to have met with the veteran to assess detailed needs according to the provider's discipline, after which the interdisciplinary team meets to discuss the patient care plan. The formal interdisciplinary team meeting occurs at the 90-day mark after patient admission. Initial assessments by all practitioners are discussed at the 30-day interdisciplinary team meeting, and all issues are expected to have been addressed by the 90-day review. The patient's case is then reviewed every 90 days, also at the formal interdisciplinary meeting. The frequency of reassessment varies depending on the discipline, although respondents from all of the represented disciplines mentioned that reassessment may occur more frequently than the guidelines suggest if there has been a change in the patient's condition or situation. According to study respondents, an initial, cursory emergency risk assessment is completed by the lead practitioner at the time of the initial assessment for entry into the program. A more intensive emergency risk assessment is then conducted within 30 days by the occupational therapist (OT) assigned to the patient.
Disaster Preparedness as Part of the Initial Assessment
At the initial evaluation, the patient is provided with an information handbook which is reviewed with the patient by the provider opening the case. Leadership indicated that the section of the handbook on disaster preparedness is reviewed with the patient (and a caregiver, if present) by the lead practitioner upon admission, and that this review includes information related to 'keeping medication and what to do for geriatric patients when there is an emergency, and things like that'.
As mentioned earlier, at this facility, the NP is generally considered the primary care provider for the HBPC patient, and either the NP or an RN opens the case. Regarding the actual practice of including disaster preparedness assessment upon admission, the NP commented: 'We do touch on some issues with regards to disaster planning and emergency planning.' This initial assessment includes basic disaster preparedness information such as asking the patient how he would evacuate his home in the case of an emergency, the presence of smoke detectors, running water, and adequate heat- ing and air conditioning. She/he also assesses the availability of a caregiver in emergency situations. It was noted in the provider interviews that although there was awareness on the part of providers of the disaster preparedness section of the handbook, it was not often reviewed with the patients, nor was the content very familiar to the providers. All respondents noted that although a preliminary disaster preparedness assessment is conducted at the initial assessment for inclusion into the HBPC program, and each provider may contribute to the disaster preparedness of the patient, the providers most responsible for the disaster preparedness assessment, and any follow-up activities, were the OTs on the team. When asked what type of assessment form or instruments are used to guide and document the initial assessment, an OT responded: 'We have a template that we use. That's something I made up a long time ago … the [other] OT uses one and I think hers is a little different …' Q: 'So it is not a formal form used by all practitioners?' A: 'No, no, we just developed it.' When the template itself was reviewed by the study team, there was a single area for a check mark under patient/family education making sure that the 'emergency plan [had been] discussed'. The OT explained '… if there's something specific that I discussed with them, like making sure they have extra water, that we talked about grabbing their medications, that we talked about an escape route … then I will document that additionally'. Practitioner responders commented that they thought the OT might provide additional information, but the OT mentioned very little additional information about disaster preparedness provided to the patient and his family. One of the respondents admitted: 'Maybe I should be kind of doing some more reminders about things, but I do feel like our team works pretty well and so I kind of have just trusted that it's being taken care of by other people.'
Emergency Risk Categorization
When a patient is first admitted into the HBPC program, the NP is tasked with assigning an acuity level, that is, the level of risk for additional assistance in the case of a disaster ( table 2 ) . At this site, the acuity level ranged from 1 (minimal risk) to 3 (high risk) and was based on the findings of the initial assessment. A roster of patients with their assigned acuity levels is distributed to all team members. In addition to the risk category, a note is made in the patient's medical record as to whether the patient is on oxygen and if they are prepared for extreme heat (with air conditioning or access to a cooling center) or extreme cold (with heating). Notes about the assessment are recorded as an initial note in the Computerized Patient Record System (CPRS), the computerized medical record system of the VA. The note has to be electronically 'signed' by all of the team members to document acknowledgement that they have read the assessment results.
There was some variation in information given about how a patient is assigned to a particular risk category (i.e. acuity level) depending on the practitioner interviewed. When queried to describe the breakdown of the risk categories, two respondents specifically read to the interviewers the acuity guidelines specified in the local HBPC handbook, but neither was actively involved in assessing patient acuity levels. The NP, who seemed to be one of the primary persons assigning the acuity rating according to several of the respondents, shared that: 'There's a guide, but I think really, it's operator dependent.' She continued to comment that: 'Even though there's a guide, I mean, we don't ever discuss what rating, if you will, for an acuity rating we have assigned the patient. It's never discussed in our team meetings. We don't talk about that and we don't ever get questions about it.' This input was contrary to information received by the administration, which indicated that the risk acuity rating was determined by the entire team at the initial interdisciplinary team meeting.
Two respondents, although neither was tasked with determining the risk categorization for patients, contributed information that further explained the determination of a risk category regarding disaster preparedness. They explained that a patient's risk acuity rating may differ according to the type of disaster in question. One may be a rating of 1 for a general disaster, but a 3 for an extreme heat wave. When the research team presented practitioner respondents with the same scenario about a patient on a ventilator with around-the-clock caregiver support, different practitioners gave different disaster risk category ratings. All of the respondents, regardless of the discipline, reported feeling comfortable with providing input about a patient's risk categorization level although, admittedly, according to the NP: 'There's never been an opportunity for me to see, like, okay, my colleague would have assigned them a different number.'
Provider Perception of the Level of Patient Preparedness
When queried about providers' perceptions of patient preparedness, many providers spoke of the challenges of working with the HBPC population on disaster preparedness activities. The three primary challenges included cognitive impairments, difficulty with a patient's willingness to 'buy in' or cooperate with preparedness activities, and limited resources. Cognitive impairments affected the ability of a patient to implement recommendations. As one respondent noted: 'The other thing you always have to factor in is so many of these people have cognitive problems. I mean, they lose their handbook every time you see them. So what they tell you they've been told and what they've been told can be very different. ' Difficulty with buying in and resources were interrelated, as providers reported that oftentimes since patients did not really feel a need to put a disaster kit together, and if they had limited financial resources (to purchase) and transportation resources (to get to the store) to begin with, the preparedness kit never rose to a high enough priority level to be actualized.
Providers were split in their sense of patients' actual preparedness levels, although those providers who spent more time on this aspect of patient care were less confident of the patients' levels of preparedness. One provider reported that during a power outage, a patient on a ventilator had a backup generator, but it did not work. Up until that point, there had been no standard practice of routinely checking backup generators. Although the providers now seemed more aware of the issue, there was no mention of a standard protocol to address it. Another provider felt that the patients were as prepared as possible when they put into effect standard safety measures such as medical alert systems, caregiver education, and medical alert bracelets as well as home modifications to make exits out of the home as easy and safe as possible.
Practitioner Training about Patient Disaster Preparedness
None of the providers reported having been provided with any specific training on how to prepare their HBPC patients for a disaster. Leadership did mention trying to include mini in-services throughout the year, but none of the providers mentioned those when probed. When asked if they had been given instructions on what to do if they called a patient and found that they were not okay, respondents mentioned that they rely on their personal knowledge.
Four of the 7 respondents described practicing a phone tree cascade when asked about activities undertaken to prepare the staff for how to respond in a disaster. The reported frequency of this activity ranged from once a year to about 6 times over the last 3 years. Generally, the phone tree cascade was limited to a practice run calling all providers to ensure that all were 'okay' after a mock disaster. One respondent mentioned that the providers have a script detailing what should be discussed with a patient in an emergency, in the case that the phone tree cascade is initiated. The NP and leadership also described one experience where they included patient calls in the mock phone tree cascade as well ( table 1 ). As respondents were not explicitly asked about what was done with the results of the mock disaster exercises, it is unclear if any of this information was then used to strengthen the disaster preparedness activities of the team, as no follow-up activities were mentioned and respondents were not specifically asked about this issue.
Experience with previous disasters seems to have informed the majority of preparedness among the leadership and providers. Three of the respondents mentioned having experienced a major regional disaster more than 10 years ago as practitioners, with two having been providers with the same HBPC program. All three of these respondents alluded to the fact that they, as well as the general world of health care for emergency management, had learned from mistakes made in previous disaster experiences.
Provider Recommendations for Improvement of the Program
Numerous suggestions were made for recommendations for the disaster preparedness component of the HBPC program. Formalization of the training and program came up in 4 of the 7 interviews. Providers recommended: (1) training to focus on better strategies to get patients to participate, (2) more consistent time spent on patient education, (3) formalizing the initial assessment to actually evaluate how prepared patients are, and (4) having emergency preparedness be formally addressed on a more consistent basis, possibly in the annual interdisciplinary review of each patient.
Issues regarding the phone tree were also raised. One provider was not aware of who was assigned to make patient calls in preparation for severe weather conditions. Two providers mentioned that there could be more people involved in calling patients after a disaster. For example, although RNs and NPs were generally assigned the highest-risk patients because of medical acuity, social workers and OTs could be engaged in calling the lowest-risk patients because often they just need assurance that all is okay.
Discussion
In general, there appears to be room for improvement when it comes to disaster preparedness assessment among HBPC patients. Individual HBPC programs seem to be on their own regarding the creation of policy about assessment for patient disaster preparedness as no national VHA HBPC policy about it exists to the knowledge of this study's respondents. Although well-recognized associations such as the National Association for Home Care and Hospice [6] and the AHRQ [1] have released guidelines with regard to disaster preparedness, none of the respondents were aware of these national guidelines.
As noted in earlier, the limited existing literature on the topic of disaster preparedness among home care providers focused on speaking with the leadership [1, [8] [9] [10] [11] [12] . Within this particular HBPC program, there were significant discrepancies between what the leadership reported regarding policy and what providers reported doing in practice. Although all respondents interviewed for this study seemed eager to comply with the disaster preparedness regulations and gain training to be even better prepared, a significant policy-practice gap exists. As the success of the preparedness plan depends on consistency throughout the team, the gap is of particular concern when it comes to assessing patients appropriately. This topic deserves further exploration in the future.
The assessment tools used by providers for disaster preparedness have not been standardized at this HBPC program, in that each of the two OTs primarily responsible for disaster preparedness assessment have created their own assessment tools. Furthermore, the assessments have been revised to reflect the individual perceptions of what is important based on experiences with patients. One example is the inclusion of testing generators because of several patients' experiences with dealing with a nonfunctioning generator. It was unclear whether the result was a change in the formal policy to include regular testing of generators or if the OT performs the activity ad hoc. Additionally, it is unclear how much consultation occurs between the two OTs that use and revise the assessment tool. While revision of the tool based on observations in the field may be an effective approach to keeping the tool relevant, it seems that a formal review of the tool by all members of the team and the creation of a standard tool for disaster preparedness assessment may ensure that the assessment and subsequent recommendations for improvement of disaster preparedness would be useful.
A factor that may contribute to some of the issues targeted for improvement as a result of this study may be that those that are not directly involved with disaster preparedness assessment seem to be uninvolved in this aspect of care, other than in receiving an acuity list. The social worker would like to be more involved, while the psychologist seems to be comfortable leaving it to others, even though for some veterans with mental health issues the psychologist seems to be the team member that sees the patients most frequently. Having every team member involved to a large extent is likely unworkable, as one person needs to be primarily responsible to prevent issues from falling through the cracks. Nonetheless, there is likely room for more input from those providers who see the patients on a more regular basis. Additionally, all providers should receive training, as there are often natural opportunities that arise during a care session to incorporate disaster preparedness activities or trainings with the patient.
Although the responsibility for the more intensive evaluation falls to the OTs at this program, it is not expected that this is the case at all VHA HBPC programs. We suspect that OTs, being responsible for functional rehabilitation and focused on activities of daily living, were the most natural service group to take responsibility for this activity. Future studies should also explore to what extent the responsibility to do the intensive disaster preparedness assessment consistently falls to particular service groups.
Additional uncertainty arose regarding the primary responsibility of assigning a risk category to each patient. First, the NP has the responsibility to assign a risk category to the patient. One of the administrative participants reported that the entire interdisciplinary team plays a more significant role in determining a risk category for each patient than was mentioned by any of the other study participants. Second, although there is agreement that a risk category of 1 indicates the lowest risk, a 2 indicates moderate risk, and a 3 indicates the highest risk, there was some discrepancy as to how the availability of a caregiver factors into the risk categorization. For example, one study participant explained that anyone with a caregiver, regardless of physical frailty, would be assigned to the lowest risk category because of the availability of the caregiver, while another study participant remarked that, regardless of the availability of a caregiver, a person with significant physical frailty would be placed in the highest risk category. When given a brief patient scenario, provider respondents assigned different risk categories. Home Health Patient Assessment Tools: Preparing for Emergency Triage [1] attempts to provide standardization to the field and discusses the need to move away from numbered risk categories (e.g. 1 = high risk and 3 = low risk), rather recommending the standardization of 'high', 'medium', and 'low' so that understanding of the category will be clear to persons both inside and outside of the agency. This program had not adopted those recommendations, nor did this program's providers indicate knowledge of them. Additionally, the only study that was found that evaluated the usefulness or accuracy of patient assessment tools for emergency planning was the AHRQ study [1] , which looked solely at the patient classification system. A search of the current literature failed to identify a published evaluation of the guidelines of the AHRQ. Future research should examine risk categorization in terms of utility and interrater reliability. For example, a study could use scenarios that ask participants to assign risk categories to determine consistency across disciplines and between providers tasked with assessing risk.
The implementation of patient education about disaster preparedness, according to participants, could be more comprehensive. While several providers mentioned the inclusion of disaster preparedness in a patient handbook provided to all patients and their caregivers, none described reviewing the materials with the patient or supporting the patient in assembling an emergency kit.
Perhaps many of the challenges described by the study participants could be addressed with training about how to assess disaster preparedness and contribute to a plan of care based on the results. Overall, the participants felt there was a lack of training specific to the assessment and implementation of disaster preparedness for HBPC patients. This finding concurred with those of previous research [8, 9] . The care providers in this study felt that, although they receive general disaster preparedness training as a VA employee, they have not received any or adequate training specific to the needs of patients in HBPC, including how to assess a patient for disaster preparedness. The leadership that participated in this study, however, commented on attempts to incorporate training about patient disaster preparedness into each meeting, rather than providing targeted training about this issue.
Finally, in addition to challenges at the program level that might be addressed to improve the assessment of disaster preparedness for HBPC patients, respondents identified patient characteristics that create challenges related to preparedness, such as cognitive impairment, a lack of resources to prepare an emergency kit, and low interest in completing preparedness activities. The patient characteristics mentioned by the respondents in this study echo the biological, psychological, and social needs of vulnerable populations in a disaster identified by others [9, [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] .
While our study has provided insight into how an HBPC program prepares for disasters, several limitations should be recognized. One of the limitations is that this is a single-site study, with a sample size of 7 respondents, and thus might not be generalizable to all HBPC programs or all patients receiving care at home. The sample size for this study was limited, but previous studies about this topic have also had relatively small sample sizes. Moreover, as with our study, other studies have been restricted geographically to the south or west coast of the USA [8, 9, 12] , and only one has examined the issue nationally [1] . Thus, as both Daugherty et al. [8] and Laditka et al. [9] noted, the literature would benefit from a broader and more representative sample of states from across the nation. Another limitation of this study is that its limited scope focused primarily on policy, provider activities, training opportunities, and assessment tools. It did not allow for extensive exploration into what was done with the results of activities such as the disaster drills.
Although there is a great deal of variation between HHAs, and even between HHAs and the HBPC program, the use of a more general hazards vulnerability assessment should be considered. Although each program will have its own regional and institutional considerations for disaster preparedness, there are several factors that may be common to patients receiving care in the home regardless of geographic location or type of disaster, such as extreme heat, electricity outages, preparation for evacuation, and an understanding of how to shelter in place [1, [21] [22] [23] . Although the respondents seemed interested in optimizing their preparedness plans, the field seems not to have taken the initiative to inform itself of the numerous resources available. Additionally, although there are existing guidelines, they need to be evaluated for effectiveness. Finally, the ad hoc nature of the adoption of disaster preparedness plans and assessment strategies prevents them from sharing information with other community organizations that would need that information to assist in helping with evacuation or other types of support necessary during an emergency. More formal and standardized strategies, which still leave room for flexibility in consideration of local factors, could assist in creating more comprehensive planning agendas.
The views expressed in this article are those of the authors and do not necessarily reflect the position or policy of the VA or the US government.
